By J. F. O'MALLEY, F.R.C.S. H. R., MALE, aged 19. September 29, 1920: Admitted to hospital when peeling after scarlet fever. Swelling over the left eye began the previous day and spread to the right side a few days later. Treated by fomentations for a few weeks and abscess at inner end of orbit opened.
First seen by exhibitor early in November, and diagnosis made of sinus suppuration. There was bilateral swelling of both uppe* eyelids and supraorbital regions, very marked on the left side, with a discharging sinus above the left inner canthus. Chemosis of conjunctiva and exophthalmos. Mucous membrane of nose was deep purple red, bled freely on being probed; middle turbinates were hypertrophied and pus seen under the left conjunctiva. Both middle turbinates removed and rubber drainage tube passed through sinus into nose. Both swellings disappeared quickly, sinus closed, and remained so for over six weeks. Later, swelling appeared again and sinus re-opened. Adhesions had caused obstruction to ethmoidal drainage. Early in January, 1921, adhesions and polypi removed and ethmoidal labyrinth opened freely and rubber tube inserted through sinus in eyelid into nose; since then no recurrence of swelling, but some small polypi can be seen in the nose, which it is proposed to deal with later.
DISCUSSION.
Sir WILLIAM MILLIGAN said that fifteen years ago he saw a lady who had been successfully operated upon four times for frontal siniusitis. She had a very disfigured fore-head, with a sinus discharging in the miiid-line. The two questions were, whether the suppuration could be arrested, and whether, later, the deformity could be rectified. By removing the bone disease he succeeded in arresting the suppuration, but the defonnity was worse than ever. To correct the deforlmlity he used a gold plate after excising a considerable amount of scar tissue. He saw patient two years ago, and X-rays showed that the plate was still in sitw and had greatly relieved the deformity. He suggested that Mr. Layton should try something on those lines.
Mr. W. STUART-Low said that cases of orbital cellulitis were almost always secondary to nasal ethmoiditis. The second case well illustrated this fact, as it was at once improved by establishing drainage into the nose. It should be recognized that treatm-lent of orbital cellulitis secondary to ethmoiditis was the province of the rhinologist and not of the ophthalmologist. In a similar case he had made a free incision under the lower eyelid and evacuated pus with very good result.
Mr. NORMAN PATTERSON thought that in these cases an incision below the lower third of the eyebrow was sufficient.
Mr. LAYTON (in reply) said that a few meetings ago, MIr. Archer Ryland' showed a case in which he had operated upon a frontal sinus, and had not room to do the whole operation through the eyebrow incision; and Mr. Tilley then suggested that in such a case an incision could be made in the hairy region, passing down to the zygoma, then forwards, and that it would save an ugly vertical scar across the forehead. He did that in this case, and he thought the girl had just as ugly a scar as she would have after a vertical incision. A portion near the outer end of the eyebrow subsequently sloughed, and would leave an ugly scar corresponding with the tenmporal muscle. The whole incision should not be done at the same time. When he saw the swelling under the eyebrow he concluded that there was osteitis of the outer table of the skull, and there miight be the same condition in the inner table, necessitating operating on the bone higher up, which could not be done through the eyebrow incision. He found that the part on the forehead was simply subperiosteal, and that the pus had left the sinus through the bone under the lacrymal sac, and then tracked round the upper margin of the orbit, under the periosteum. In this case, therefore, the whole incision could have been done in this position. He would not attempt a flap in any condition which had even a suggestion of acute inflammlation still going on. It was interesting that there should be a fluctuating swelling above the eyebrow without osteitis of frontal bone, followed by a tracking of pus. In answer to Mr. Norman Patterson, it seemed to him essential that there should be free drainage into the nose. He would consider Sir William Milligan's suggestion later.
Mr. J. F. O'MALLEY (in reply) said the interesting question was why these cases should arise in connexion with scarlet fever. He thought that there was some anatomical crowding of the middle turbinals, and obstruction prior to the infection. This was accompanied by a particular virulence in the organisms associated with scarlet fever which produced an active inflammatory process and caused denudation of the epithelium. There followed adhesions which prevented drainage from the frontoethmoidal duct and middle ethmoidal cells, so that any pus there would be locked in, and as it increased it would find an outflow in another direction. When he first saw the case the condition was five or six weeks old; and the abscess had pointed at the inner angle, at the place where Mr. Patterson suggested making an incision. At that site he (Mr. O'Malley) made the incision, but the swelling did not subside. Later, by draining the ethmoidal region and connecting the external abscess with that region, the swelling subsided, but there was still etbmoidal disease present, which he would deal with.
